Asymptomatic spaceoccupying lesions of the kidney
Finding an asymptomatic space-occupying lesion within the kidney during a routine urological investigation is still a diagnostic challenge.' Such a lesion is often discovered when investigating patients, many of them elderly, with prostatism or hypertension. The clinician has then to decide whether non-invasive techniques are sufficiently accurate to differentiate a benign cyst from a renal tumour or whether the patient should be subjected to invasive investigations, with their definite but low morbidity, or even have exploratory surgery.
Modern ultrasound equipment has made sonar an attractive diagnostic method,2 and the increasing availability of computed tomography (CT) will often provide confirmation of the diagnosis where ultrasound raises doubt about the nature of the lesion. What Without doubt the introduction of seat belts into cars has saved lives and has reduced the incidence and severity of injuries to the occupants. Nevertheless, in rare cases injuries may be produced by wearing seat belts themselves, and the term "seat-belt syndrome" was introduced to describe this phenomenon by Garrett and Braunstein4 in 1962; in 3325 accidents that they studied, 30% of car occupants sustained some damage but only 26 of these (0.8%) had severe injuries (in contrast to the large numbers who would have been injured had they not been wearing belts). These belt injuries appeared to be secondary to the restraint provided by the seat belt as the accident victim was forced by inertia against the straps as the car rapidly decelerated. In such injuries the small intestine and its mesentery is by far the most frequently damaged intra-abdominal structure, but in one-third of cases of abdominal injuries there are associated fractures of the lumbar spine.5 Trauma has also been reported to the bladder, kidney, the common bile duct, stomach, duodenum, pancreas, spleen, the gravid uterus, the aorta, inferior vena cava, omentum, and the colon.
An In fact, the term ammonia dermatitis is a misnomer, for experiments have shown that ammonia, liberated from the urea in the urine by urea-splitting organisms, is not a factor,'-3 though these organisms are responsible for the powerful smell of ammonia arising from a nappy that has been wet for a long time. The principal factors, as suggested in a review 20 years ago,4 are prolonged contact with a wet nappy; retention of moisture, including sweat, by the use of tightly fitting rubber or plastic pants; a seborrhoeic or sensitive skin; and secondary infection. Allergy probably plays only a minor part,1 though sensitivity to paper liners has been blamed. Erythema at the site of contact with the elastic or rubber of plastic pants may be due to sensitivity or friction. The role of alkalinity of urine or faeces, or alkalinity resulting from inadequate rinsing, is unproved.' Secondary infection, mainly by C albicans but also by Staphylococcus aureus, is frequent. A review of a series of studies3 indicated that C albicans may be cultured from over half ofall nappy rashes: and Weston, Lane, and Weston' wrote that after 72 hours of diaper dermatitis most infants may be assumed to be secondarily infected with candida. In British studies candida has been isolated almost equally from the seborrhoeic, psoriasiform, and more common wrongly termed ammonia dermatitis.56 When there is perineal thrush, there is commonly laboratory56 and clinical evidence of oral infection. Isolated "spots" in the nappy area always suggest a thrush infection.
